Fifteen elderly patients (mean (SD) age 77 (5 5) years) with severe aortic stenosis were recommended for balloon dilatation of the aortic valve because they were not suitable for aortic valve replacement (table 1). In some patients operation was absolutely contraindicated, while in others balloon dilatation was carried out because it had a lower risk than aortic valve replacement. 
Since the original description by Cribier' of balloon dilatation of the aortic valve in adults with severe aortic stenosis several centres have adopted the technique. Although its success is not yet established early results suggest an improvement in symptoms in a high proportion of patients.'2 Few data are available on longer term success although Cribier's group has reported a restenosis rate of 22% at a mean of 17 weeks after the dilatation. Our early results differ from those already published.
Patients and methods
Fifteen elderly patients (mean (SD) age 77 (5 5) years) with severe aortic stenosis were recommended for balloon dilatation of the aortic valve because they were not suitable for aortic valve replacement (table  1) . In some patients operation was absolutely contraindicated, while in others balloon dilatation was carried out because it had a lower risk than aortic valve replacement. There were several complications, mostly minor. In one patient pulmonary oedema developed during a first unsuccessful dilatation, and a small stroke developed that resolved completely after a second unsuccessful procedure. Systolic aortic pressure had fallen by > 30 mm Hg in six patients at the end of the procedure. One patient required transfusion and another needed fluid replacement for symptomatic hypotension. In one patient a ruptured right external iliac artery was repaired.
Seven patients were referred for operation after one or two unsuccessful attempts at balloon dilata- Our results for the improvement measured at the time of the procedure resemble those ofother groups. The aortic valve gradient was reduced by mean (SD) of 32 (26)%, and the area ofthe aortic valve increased in five of the seven patients for whom it could be calculated. But there were appreciable changes in cardiac output during the procedure that made the haemodynamic assessment less reliable. For example, one patient in whom the aortic valve gradient remained unchanged showed a significant increase in aortic valve area because cardiac output increased. This emphasises the importance of using area rather than gradient to assess the effects of dilatation. Assessment of aortic valve gradient by Doppler echocardiography may be more reliable because it is made in the basal state in a relaxed, pain-free, and 
